A four-month-old infant presented to the emergency department of our hospital with an acute episode of difficulty in breathing for the last five days. The child was treated earlier by a local doctor for respiratory distress due to pneumonitis. On examination at admission, the child had inspiratory stridor, was afebrile and had no 
Discussion
Bilateral vocal cord palsy (VCP) accounts for 10-15% of cases of stridor in infants. 1 
Abstract
In this article we describe the case of a four-month-old male infant with myelomeningocoele, who presented with inspiratory stridor and vocal cord palsy (VCP). Hindbrain dysfunction is a leading cause of mortality and morbidity in children with neural tube defects. It is important to consider the above in the differential diagnosis of infants with breathing difficulties. A discussion of myelodysplasia, Arnold-Chiari malformations, bilateral VCP and anaesthesia management is presented. • Grade I: Stridor alone.
• Grade II: Stridor and apnoea.
• Grade III: Stridor, apnoea, cyanosis and dysphagia.
Grade I patients have a good chance of recovery with intervention, and of long-term survival. However, this deteriorates to 50% morbidity and a 75% chance of longterm survival in grade II, and minimal chances of recovery and a 40% chance of long-term survival in grade III.
The development of VCP in our case may have been due to the downward displacement of the brainstem secondary to increased intracranial pressure (ICP), resulting in compression of the fourth ventricle and stretching of the rootlets of the vagus nerve. The treatment of such symptoms requires decompression of increased ICP, either by shunting of the cerebrospinal fluid or decompression of the foramen magnum, thereby reducing the pressure difference between intracranial and intraspinal compartments. The relief of stridor should theoretically occur after decompression of the vagus nerve in the posterior fossa; however, a period of 48 hours after definitive neurosurgical management should be given before making the decision for tracheostomy. Mild hypocapnia in the range of 30 to 35 mmHg should be maintained.
In conclusion, we wish to highlight the problems associated with myelomeningocoele during the perioperative period. A thorough understanding of the pathophysiology is essential when such patients present for surgery.
